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Background: Drain amylase content in the days immediately after major pancreatic resection has 
been investigated previously as a predictor of postoperative pancreatic fistula (POPF). Its accuracy, 
however, has not been determined conclusively. The purpose of this study was to evaluate the 
accuracy of drain amylase content on the first day after major pancreatic resection in predicting the 
occurrence of POPF. 
Methods: A literature search of the MEDLINE, Embase and Scopus® databases to 13 May 2015 
was performed to identify studies evaluating the accuracy of drain amylase values on day 1 after 
surgery in predicting the occurrence of POPF. The area under the hierarchical summary receiver 
operating characteristic (ROC) curve (AUChSROC) was calculated as an index of accuracy, and 
pooled estimates of accuracy indices (sensitivity and specificity) were calculated at different cut-off 
levels. Subgroup and meta-regression analyses were performed to test the robustness of the results. 
Results: Thirteen studies involving 4416 patients were included. The AUChSROC was 0.89 (95 per 
cent c.i. 0.86 to 0.92) for clinically significant POPF and 0.88 (0.85 to 0.90) for POPF of any grade. 
Pooled estimates of sensitivity and specificity were calculated for the different cut-offs: 90–
100 units/l (0.96 and 0.54 respectively), 350 units/l (0.91 and 0.84) and 5000 units/l (0.59 and 0.91). 
Accuracy was independent of the type of operation, type of anastomosis performed and octreotide 
administration. 
Conclusion: Evaluation of drain amylase content on first day after surgery is highly accurate in 
predicting POPF following major pancreatic resection. It may allow early drain removal and 
institution of an enhanced recovery pathway. 
 
 
 +A: Introduction 
In recent years, as a result of advances in surgical techniques and centralization of services1, the 
perioperative mortality rate following major pancreatic resections has decreased to less than 5 per 
cent2,3. Despite this achievement, morbidity rates remain high, even in large-volume centres4. 
Postoperative pancreatic fistula (POPF) remains a major cause of morbidity; it has a reported 
incidence of 35 per cent4,5, and can lead to intra-abdominal collections, subsequent infection with 
sepsis and even death6,7. 
In 2005, the International Study Group on Pancreatic Fistula (ISGPF) provided a clear 
definition of POPF that has since been accepted worldwide, defining POPF as an amylase level in 
the drain fluid three times higher than the upper normal serum value on or after postoperative day 
(POD) 38. Based on these criteria and clinical impact, pancreatic fistulas have since been classified 
as subclinical (POPF grade A), clinical (grade B) or severe (grade C)8. Grades B and C have now 
been merged into the group of clinically relevant fistula, requiring a change in patient management9. 
Early prediction of the likely non-occurrence of a POPF would be clinically useful, allowing a 
patient to be placed safely on a fast-track postoperative protocol10. Several preoperative, 
intraoperative and postoperative risk factors have been analysed previously and found to be 
associated with POPF3,11–14. A number of recent studies1,12,15–17 have emphasized the importance of 
early postoperative drain amylase values, by evaluating the accuracy of this simple test in predicting 
POPF. 
The aim of the present study was to analyse current evidence of the importance of drain 
amylase levels, explore potential sources of heterogeneity, and provide a qualitative and 
quantitative analysis of the accuracy of drain amylase values in the prediction of POPF. 
+A: Methods 
+B: Search strategy 
MEDLINE, Embase and Scopus® databases were searched, with no language or publication status 
restrictions, using the following search terms: “amylase”, “drain*”, “whipple*”, “pancreat*”, 
“fistula” (Appendix S1, supporting information). The last search was run on 13 May 2015. The 
reference list of retrieved articles was used to identify additional eligible studies. 
+B: Study selection 
To be eligible, a study had to include adult patients undergoing elective pancreatic resection for any 
disease, evaluate the accuracy of drain amylase levels on POD 1 in predicting the development of a 
POPF, use an appropriate reference standard for diagnosis of POPF (ISGPF criteria or dedicated 
imaging), and report absolute numbers of true-positive, false-positive, true-negative and false-
negative observations or other information allowing these data to be calculated. Conference 
abstracts and case–control studies were excluded, as they may have led to a spectrum bias resulting 
in overestimation of the accuracy of a test18. Potentially eligible studies were identified by two 
reviewers. who assessed the title and abstracts of retrieved references. Divergences, if any, were 
resolved by a third reviewer. The full text of these studies was then retrieved for further analysis. 
+B: Data extraction and quality assessment 
Two authors independently extracted or calculated relevant data from each included study, and 
entered the following information into an electronic database: first author, publication year, country 
of origin, study design, number of patients, reference test used as the standard for diagnosis of 
POPF, rate and type of POPF, cut-off value(s) tested, the POD on which the drain amylase content 
was evaluated, absolute number of true-positive, true-negative, false-positive and false-negative 
observations, type and number of drains used, prophylactic use of octreotide in the perioperative 
period, type of resection and type of pancreatic–enteric anastomosis, as well as the percentage of 
each type in the study. Corresponding authors were contacted to retrieve information regarding the 
follow-up, if not reported in the study. In addition, one author19 was contacted to clarify the cut-off 
value used. The quality of each study was assessed using the quality assessment of diagnostic 
accuracy studies 2 instrument (QUADAS-2)20. In particular, this tool assesses the risk of bias and 
concerns about the applicability of the test in each study by exploring four domains: patient 
selection, index test, reference standard, and time and flow (including follow-up). 
+B: Data synthesis 
Sensitivity, specificity, positive predictive value (PPV), negative predictive value (NPV), positive 
likelihood ratio (LR) and negative LR were calculated for each cut-off. Youden’s J index21 
(sensitivity + specificity − 1), the diagnostic odds ratio together with its standard error22 were also 
calculated as summaries of the diagnostic performance. 
Two different analyses were conducted using a bivariable random-effects model23. In the first 
analysis, as the aim was to define the accuracy of drain amylase values in predicting POPF, a 
hierarchical summary receiver operating characteristic (hSROC) curve, which plots the individual 
estimates of sensitivities and specificities24, was generated. When a study reported multiple 
estimates of different cut-offs, the one with the highest Youden’s J index was used to avoid 
duplicate reporting of the same population. The area under the hSROC curve (AUChSROC) was 
calculated as an indicator of diagnostic accuracy; an AUChSROC of between 0.9 and 1.0 indicated 
that the test in question was highly accurate25. In the second analysis, the aim was to evaluate 
pooled accuracy indices (sensitivity, specificity, positive and negative LR) for the cut-offs tested in 
the studies, as this information would be useful in clinical practice. PPV and NPV were not pooled, 
as they depend strongly on the prevalence of POPF in the population and therefore have no external 
validity. The pooled analysis was performed for each cut-off evaluated at least in three studies. It 
was planned a priori to group and analyse the accuracy of different but close cut-offs, falling in an 
interval wide 100 units/l. The presence of a threshold effect was searched for by the analysis of the 
correlation (Spearman’s ρ) between sensitivity and specificity. 
The Q value and the inconsistency index (I2) test were used to estimate the heterogeneity 
between each study26. I2 values of 25, 50 and 75 per cent were considered to be indicative of low, 
moderate and high statistical heterogeneity respectively26. When heterogeneity was present, its 
possible sources were investigated at different levels. The proportion of heterogeneity due to 
threshold effects (I2THR) was estimated as the squared correlation coefficient estimated from the 
between-study covariance parameter. Residual heterogeneity not explained by the threshold effect 
was calculated as I2RES = (1 − I2THR) I2. 
The robustness of the results was tested further. Subgroup analysis was performed of studies 
using the same reference standard and including only pancreaticoduodenectomies. To identify 
whether the drain amylase accuracy (estimated as log diagnostic odds ratio and its s.e.) was 
influenced by study co-variables, a random-effects meta-regression analysis27 was performed. The 
variables, POPF prevalence, cut-off, prophylactic use of octreotide, type of resection and 
pancreatic–enteric anastomosis, as well as the percentage of each type, and results of QUADAS-2 
assessment for each domain, were tested in this analysis. 
The Fagan nomogram was elaborated for each cut-off analysed; it is based on the pooled 
positive and negative LR values, and shows the influence of a test’s result on the probability of a 
patient having a disease28. The mean prevalence of the disease in the included studies was used as a 
pretest probability. 
+B: Statistical analysis 
The Review Manager Calculator tool (RevMan, version 5.3; The Cochrane Collaboration, The 
Nordic Cochrane Centre, Copenhagen, Denmark) was used to determine accuracy values 
(sensitivity, specificity, PPV, NPV, positive and negative LR) from the available data in the 
selected studies. Other statistical analyses were performed using STATA® 12 statistical software 
(StataCorp, College Station, Texas, USA). Although the present study focused on the predictive 
accuracy of a test, recommendations for systematic reviews of diagnostic test accuracy29,30 were 
followed; these are the only available guidelines that oversee the application of the statistical 
methods used. Results were reported according to the Preferred Reporting Items for Systematic 
reviews and Meta-Analyses (PRISMA) statement31. 
+A: Results 
+B: Study selection 
The search of MEDLINE, Embase and Scopus® databases revealed a total of 1011 citations; 497 of 
these were found to be duplicated and were therefore removed. Of the remaining 514 studies, 465 
were discarded because they did not meet the inclusion criteria after review of the title or abstract. 
The full text of each of the remaining 49 articles was examined in more detail. This led to the 
exclusion of a further 36 studies, leaving 13 studies that were subsequently included in the meta-
analysis1,10,12,15–17,19,32–38 (Fig. 1). 
+B: Study characteristics 
The included studies involved 4416 patients undergoing pancreatic resection. Of these, 4079 (92.4 
per cent) had a pancreatoduodenectomy, 321 (7.3 per cent) underwent distal pancreatectomy and 16 
had an enucleation (0.4 per cent). The ISGPF criteria for the definition and diagnosis of POPF were 
used as a reference standard by all but two of the studies, in which the Cambridge definition of 
POPF38 and CT findings17 were used as the reference standard. 
All studies graded POPF using the ISGPF criteria. Drain amylase levels were evaluated as a 
predictor of POPF of any grade in seven studies1,15,16,32–34,37,38, as a predictor of clinically relevant 
POPF in four studies10,12,17,36 and as a predictor of both in two studies19,37. The prevalence of POPF 
of any grade ranged from 0.10 to 0.43, and the prevalence of clinically relevant POPF ranged from 
0.10 to 0.39. Table S1 (supporting information) shows the characteristics of the included studies. 
+B: Quality assessment 
Four studies16,19,34,36 were retrospective. The QUADAS-2 instrument highlighted concerns of bias in 
the index test category in seven studies as their threshold was not prespecified (Fig. S1, supporting 
information). In the patient selection domain, concerns were raised over a multicentre study by Lee 
and colleagues33, in which drains were not used routinely in all patients. The authors did not explain 
the reason behind this choice, which may reflect variability in preference of individual surgeons; 
however, the drain might have been positioned selectively in patients at greater risk of developing 
POPF, thus representing a selection bias. A quality score was not generated owing to problems 
associated with the use of such scores39,40; the results of QUADAS-2 assessment, however, were 
considered in the meta-regression analysis. 
+B: Drain amylase accuracy 
The accuracy of drain amylase level on POD 1 as a predictor of POPF of any grade was tested in 
eight studies1,15,16,32–34,37,38: the AUChSROC was 0.88 (95 per cent c.i. 0.85 to 0.90) (Fig. 2a), and 
there was residual heterogeneity (Q = 60, P = 0.001; I2 = 97 per cent; I2THR = 0.36; I
2
RES = 62 per 
cent). In five studies10,12,17,19,36 drain amylase content on POD 1 was tested as predictor of clinically 
relevant POPF: the hSROC showed high predictive accuracy (AUChSROC 0.89, 95 per cent c.i. 0.86 
to 0.92) (Fig. 2b). Heterogeneity was completed explained by the presence of a threshold effect 
(Q = 79, P = 0.013; I2 = 97 per cent; I2THR = 1; I
2
RES = 0 per cent). 
+B: Cut-off analysis 
Eleven different cut-off values were analysed on POD 1 in the included studies (Table S2, 
supporting information). The existence of a threshold effect was confirmed by the correlation 
between estimated values of sensitivity and specificity (rS = −0.595, P = 0.033). The lower the cut-
off value, the higher the sensitivity and the lower the specificity (Fig. S2, supporting information).  
For the prediction of POPF of any grade, a cut-off value of 90–100 units/l (group analysis)16,32,33, 
350 units/l1,10,32,33 and 5000 units/l15,16,32–34 had pooled sensitivities of 0.96 (95 per cent c.i. 0.88 to 
0.98), 0.91 (0.76 to 0.97) and 0.59 (0.40 to 0.76), and specificities of 0.54 (0.37 to 0.70), 0.84 (0.59 
to 0.95) and 0.91 (0.84 to 0.95) respectively (Table 1). Other estimates of accuracy indices of drain 
amylase values using these cut-offs are shown in Table S2 (supporting information). 
Fagan diagrams were used to show the clinical impact of the test using the first and last cut-
off values. There was a 27 per cent pretest probability of developing a POPF of any grade (mean 
prevalence in the included studies). The pretest probability of developing a POPF of any grade after 
a negative drain amylase test (cut-off 100 units/l) was 3 per cent (Fig. 3a), and that after a positive 
test (cut-off 5000 units/l) was 70 per cent (Fig. 3b). 
+B: Subgroup and meta-regression analyses 
Results were confirmed when the analysis was restricted to the nine studies1,10,12,16,17,19,36–38 that 
only included patients undergoing pancreaticoduodenectomies (AUChSROC 0.87, 95 per cent c.i. 
0.84 to 0.92). Two studies17,38 used reference standards other than the ISGPF definition, but this did 
not affect the results, which were confirmed after excluding these two studies (AUChSROC 0.88, 0.85 
to 0.90). 
Quality assessment using the QUADAS-2 tool showed a risk of bias in patient selection in the 
study of Lee and co-workers33. After exclusion of this study from the analysis, the accuracy of drain 
amylase values in predicting POPF still remained high (AUChSROC 0.91, 88 to 93), and, 
interestingly, there was no residual heterogeneity (Q = 58, P = 0.001; I2 = 97 per cent; I2THR = 1; 
I2RES = 0 per cent). The meta-regression analysis showed the accuracy of drain amylase content to 
be independent of all investigated co-variables, including type of operation, type of anastomosis, 
use of external pancreatic stents and octreotide prophylaxis (Table S3, supporting information). The 
risk of bias as assessed by the QUADAS-2 tool did not influence the results. 
+A: Discussion 
This meta-analysis demonstrates that estimation of the drain amylase content on POD 1 is highly 
accurate in predicting the occurrence of POPF. This confirms the usefulness of this simple and 
economic test36 in playing a significant role in the postoperative management of these patients. 
Indeed, evaluation of drain amylase levels on POD 1 allows the identification of a group of patients 
at low risk of POPF who can proceed safely to early drain removal and an enhanced recovery 
pathway (ERP) after surgery37,41. 
In recent years there has been a lively debate regarding drain versus no drainage after major 
pancreatic resections42,43. The idea that drains might be more harmful than helpful44 has been 
supported by some evidence45; however, a recent randomized trial46 found significantly increased 
morbidity and mortality in patients who did not undergo drainage. Against this background, early 
drain removal is presented as an excellent compromise37. Molinari, Bassi and colleagues15 first 
showed a correlation between drain amylase content on POD 1 and the incidence of POPF, and this 
Italian group has subsequently also shown the benefits of early drain removal driven by drain 
amylase values on POD 141. These authors randomized patients at low risk of POPF (amylase level 
less than 5000 units/l) to an early (POD 3) versus late (POD 5 or later) removal of the drain. They 
reported a decreased incidence of POPF (1.8 versus 26.3 per cent), abdominal and pulmonary 
complications, length of hospital stay, and cost in the early drain removal group41. Kawai and co-
workers47 also found a lower rate of intra-abdominal infection in patients who had drain removal on 
POD 4, compared with a historical cohort in which the drain was removed on POD 8 (8 versus 38 
per cent respectively). Based on the drain amylase level on POD 1, Sutcliffe et al.48 implemented an 
ERP in patients undergoing pancreaticoduodenectomy, with early oral intake (oral fluids on POD 1, 
diet in the morning of POD 2) and early drain removal (POD 3) in low-risk patients (POD 1 drain 
amylase level below 350 units/l). These patients had a shorter hospital stay (7 versus 9 days ???) 
and a lower 30-day readmission rate (2 versus 17 per cent respectively). 
In the present meta-analysis, the sensitivity and specificity of the drain amylase test were 
found to be strictly dependent on the chosen cut-off, as a threshold effect exists. The lower the cut-
off value used, the higher the sensitivity and the lower the specificity. Therefore, the use of a single 
cut-off value could render the test neither sensitive nor specific enough to be useful in a clinical 
setting. Adopting two cut-off values, the lower to improve sensitivity (rule-out value) and the higher 
to improve the specificity (rule-in value), would therefore be more useful. 
To select patients at low-risk of POPF, a ruling-out cut-off value with high-sensitivity is 
needed to reduce the number of false-negative results. Moreover, this cut-off needs to have high 
applicability, encompassing a reasonable proportion of patients who would benefit from early drain 
removal or an ERP37. In the pooled analysis, cut-off values of 100 units/l and 350 units/l had 
sensitivities of 0.96 and 0.91 respectively, and encompassed 34 and 65 per cent of the population 
respectively. Thus, at present a drain amylase cut-off value of 350 units/l might represent the best 
compromise between safety and applicability. 
Patients at high risk of POPF can be identified by using a higher, ruling-in, drain amylase cut-
off with higher specificity (few false-positive results). In pooled analysis, a cut-off value of 
5000 units/l had the highest specificity (0.91) and would therefore be ideal for this aim. These 
patients might benefit from the prophylactic administration of somatostatin analogues49 and close 
monitoring, in order to detect and treat POPF-related complications early48. Nonetheless, a 
proportion of these patients will develop only a subclinical POPF, necessitating no change in 
clinical management9. For this reason, further prophylactic actions in this group of patients (nil by 
mouth, intravenous parenteral nutrition) could be of no value and potentially harmful. 
A major concern regarding the use of drain amylase content is the external validity of a 
single-institution experience37. Indeed, a number of technical choices vary across different 
institutions, such as the type of anastomosis performed, use of external pancreatic stents, number 
and type of drains placed, and use of perioperative administration of octreotide (Table S1, 
supporting information). Each of these factors might theoretically affect the predictive accuracy of 
drain amylase levels on POD 1. This hypothesis was disproved by the meta-regression analysis, 
which showed the accuracy of the test to be independent of all these factors (Table S3, supporting 
information). The absence of statistical heterogeneity in the accuracy analysis, despite the varying 
techniques, further corroborates this fact. This suggests that, regardless of the surgeon’s choice, 
whenever a POPF develops the drain amylase test on POD 1 is a good tool to predict this event. 
A further impediment to external validity and applicability of the test might be the presence of 
variation bias – a test performance significantly affected by the pretest probability (the risk of POPF 
in the population). The presence of variation bias was excluded, as the accuracy of the drain 
amylase content on POD1 in predicting POPF was shown to be independent of the prevalence of 
POPF (Table S3, supporting information). 
NPV and PPV, in contrast to sensitivity, specificity, and positive and negative LR, are 
strongly dependent on pretest probability and therefore have no external validity. For this reason 
NPV and PPV were not pooled. However, the Fagan nomograms (Fig. 3) demonstrate the impact of 
testing drain amylase values on POD 1 in their own setting: the post-test probability of developing 
POPF can easily be calculated when the pretest probability (the incidence of POPF in the institution 
or in a particular subgroup of patients) is known. 
This study has some limitations. A number of cut-off values have been tested by different 
institutions, but few centres validated in their own population values against those proposed by 
others. Therefore, the pooled analysis was limited to the three most commonly used cut-offs. 
Further studies evaluating the sensitivity and specificity of several cut-off values (Table S2, 
supporting information), even on data collected retrospectively, would be useful in providing 
further external validation of these values and facilitating future meta-analyses. No heterogeneity 
was present in the pooled analysis of lower, high sensitivity, cut-offs (100 and 350 units/l). 
Conversely, analysis of the 5000 units/l cut-off value found significant heterogeneity (I2 = 85 per 
cent), which remained unexplained. However, this heterogeneity is due to variation in sensitivity 
across the studies (from 0.39 to 0.71) (Table S2, supporting information), rather than in specificity 
(from 0.84 to 0.94), which is the characteristic for which this cut-off should be used in clinical 
settings. Although the findings of this study support the external validity and applicability of this 
test, a further prospective validation of the test for different patient populations with a well defined 
risk of POPF and set of surgeons is necessary. Finally, the safety and benefits of postoperative 
management tailored on drain amylase content on POD 1 need to be shown in the field, by adding 
further high-quality evidence to the literature15,48. 
+A: Disclosure 
The authors declare no conflict of interest. 
+A: References 
1  Sutcliffe RP, Battula N, Haque A, Ali A, Srinivasan P, Atkinson SW et al. Utility of drain 
fluid amylase measurement on the first postoperative day after pancreaticoduodenectomy. 
World J Surg 2012; 36: 879–883. 
2  DeOliveira ML, Winter JM, Schafer M, Cunningham SC, Cameron JL, Yeo CJ et al. 
Assessment of complications after pancreatic surgery: a novel grading system applied to 633 
patients undergoing pancreaticoduodenectomy. Ann Surg 2006; 244: 931–937. 
3  Yang YM, Tian XD, Zhuang Y, Wang WM, Wan YL, Huang YT. Risk factors of pancreatic 
leakage after pancreaticoduodenectomy. World J Gastroenterol 2005; 11: 2456–2461. 
4  Gooiker GA, van Gijn W, Wouters MW, Post PN, van de Velde CJ, Tollenaar RA. 
Systematic review and meta-analysis of the volume–outcome relationship in pancreatic 
surgery. Br J Surg 2011; 98: 485–494. 
5  Ramacciato G, Mercantini P, Petrucciani N, Nigri GR, Kazemi A, Muroni M et al. Risk 
factors of pancreatic fistula after pancreaticoduodenectomy: a collective review. Am Surg 
2011; 77: 257–269. 
6  Butturini G, Daskalaki D, Molinari E, Scopelliti F, Casarotto A, Bassi C. Pancreatic fistula: 
definition and current problems. J Hepatobiliary Pancreat Surg 2008; 15: 247–251. 
7  Hackert T, Werner J, Büchler MW. Postoperative pancreatic fistula. Surgeon 2011; 9: 211–
217. 
8  Bassi C, Dervenis C, Butturini G, Fingerhut A, Yeo C, Izbicki J et al. Postoperative 
pancreatic fistula: an international study group (ISGPF) definition. Surgery 2005; 138: 8–13. 
9  Reid-Lombardo KM, Farnell MB, Crippa S, Barnett M, Maupin G, Bassi C et al. Pancreatic 
anastomotic leakage after pancreaticoduodenectomy in 1507 patients: a report from the 
Pancreatic Anastomotic Leak Study Group. J Gastrointest Surg 2007; 11: 1451–1458. 
10  Dugalic VD, Knezevic DM, Obradovic VN, Gojnic-Dugalic MG, Matic SV, Pavlovic-
Markovic AR et al. Drain amylase value as an early predictor of pancreatic fistula after 
cephalic duodenopancreatectomy. World J Gastroenterol 2014; 20: 8691–8699. 
11  Casadei R, Ricci C, Taffurelli G, D’Ambra M, Pacilio CA, Ingaldi C et al. Are there 
preoperative factors related to a 'soft pancreas' and are they predictive of pancreatic fistulas 
after pancreatic resection? Surg Today 2014; 45: 708–714. 
12  Kawai M, Kondo S, Yamaue H, Wada K, Sano K, Motoi F et al. Predictive risk factors for 
clinically relevant pancreatic fistula analyzed in 1239 patients with 
pancreaticoduodenectomy: multicenter data collection as a project study of pancreatic 
surgery by the Japanese Society of Hepato-Biliary-Pancreatic Surgery. J Hepatobiliary 
Pancreat Sci 2011; 18: 601–608. 
13  Murakami Y, Uemura K, Hayasidani Y, Sudo T, Hashimoto Y, Nakagawa N et al. A soft 
pancreatic remnant is associated with increased drain fluid pancreatic amylase and serum 
CRP levels following pancreatoduodenectomy. J Gastrointest Surg 2008; 12: 51–56. 
14  Okabayashi T, Kobayashi M, Nishimori I, Sugimoto T, Onishi S, Hanazaki K. Risk factors, 
predictors and prevention of pancreatic fistula formation after pancreatoduodenectomy. J 
Hepatobiliary Pancreat Surg 2007; 14: 557–563. 
15  Molinari E, Bassi C, Salvia R, Butturini G, Crippa S, Talamini G et al. Amylase value in 
drains after pancreatic resection as predictive factor of postoperative pancreatic fistula: 
results of a prospective study in 137 patients. Ann Surg 2007; 246: 281–287. 
16  Nissen N, Menon V, Puri V, Annamalai A, Boland B. A simple algorithm for drain 
management after pancreaticoduodenectomy. Am Surg 2012; 78: 1143–1147. 
17  Ansorge C, Nordin JZ, Lundell L, Strömmer L, Rangelova E, Blomberg J et al. Diagnostic 
value of abdominal drainage in individual risk assessment of pancreatic fistula following 
pancreaticoduodenectomy. Br J Surg 2014; 101: 100–108. 
18  Rutjes AW, Reitsma JB, Di Nisio M, Smidt N, van Rijn JC, Bossuyt PM. Evidence of bias 
and variation in diagnostic accuracy studies. CMAJ 2006; 174: 469–476. 
19  Tsujie M, Nakamori S, Miyamoto A, Yasui M, Ikenaga M, Hirao M et al. Risk factors of 
pancreatic fistula after pancreaticoduodenectomy – patients with low drain amylase level on 
postoperative day 1 are safe from developing pancreatic fistula. Hepatogastroenterology 
2012; 59: 2657–2660. 
20  Whiting PF, Rutjes AWS, Westwood ME, Mallett S, Deeks JJ, Reitsma JB et al. QUADAS-
2: a revised tool for the quality assessment of diagnostic accuracy studies. Ann Intern Med 
2011; 155: 529–536. 
21  Youden WJ. Index for rating diagnostic tests. Cancer 1950; 3: 32–35. 
22  Glas AS, Lijmer JG, Prins MH, Bonsel GJ, Bossuyt PM. The diagnostic odds ratio: a single 
indicator of test performance. J Clin Epidemiol 2003; 56: 1129–1135. 
23  Reitsma JB, Glas AS, Rutjes AW, Scholten RJ, Bossuyt PM, Zwinderman AH. Bivariate 
analysis of sensitivity and specificity produces informative summary measures in diagnostic 
reviews. J Clin Epidemiol 2005; 58: 982–990. 
24  Rutter CM, Gatsonis CA. A hierarchical regression approach to meta-analysis of diagnostic 
test accuracy evaluations. Stat Med 2001; 20: 2865–2884. 
25  Swets JA. Measuring the accuracy of diagnostic systems. Science 1988; 240: 1285–1293. 
26  Higgins JPT, Thompson SG, Deeks JJ, Altman DG. Measuring inconsistency in meta-
analyses. BMJ 2003; 327: 557–560. 
27  Thompson SG, Sharp SJ. Explaining heterogeneity in meta-analysis: a comparison of 
methods. Stat Med 1999; 18: 2693–2708. 
28  Fagan TJ. Letter: Nomogram for Bayes theorem. N Engl J Med 1975; 293: 257. 
29  Pai M, McCulloch M, Enanoria W, Colford JM. Systematic reviews of diagnostic test 
evaluations: What’s behind the scenes? ACP J Club 141: A11–A13. 
30  Leeflang MM, Deeks JJ, Gatsonis C, Bossuyt PM. Systematic reviews of diagnostic test 
accuracy. Ann Intern Med 2008; 149: 889–897. 
31  Moher D, Liberati A, Tetzlaff J, Altman DG. Preferred reporting items for systematic 
reviews and meta-analyses: the PRISMA statement. Int J Surg 2010; 8: 336–341. 
32  Israel JS, Rettammel RJ, Leverson GE, Hanks LR, Cho CS, Winslow ER et al. Does 
postoperative drain amylase predict pancreatic fistula after pancreatectomy? J Am Coll Surg 
2014; 218: 978–987. 
33  Lee CW, Pitt HA, Riall TS, Ronnekleiv-Kelly SS, Israel JS, Leverson GE et al. Low drain 
fluid amylase predicts absence of pancreatic fistula following pancreatectomy. J Gastrointest 
Surg 2014; 18: 1902–1910. 
34  Partelli S, Tamburrino D, Crippa S, Facci E, Zardini C, Falconi M. Evaluation of a predictive 
model for pancreatic fistula based on amylase value in drains after pancreatic resection. Am J 
Surg 2014; 208: 634–639. 
35  Kanda M, Fujii T, Takami H, Suenaga M, Inokawa Y, Yamada S et al. Novel diagnostics for 
aggravating pancreatic fistulas at the acute phase after pancreatectomy. World J 
Gastroenterol 2014; 20: 8535–8544. 
36  El Nakeeb A, Salah T, Sultan A, El Hemaly M, Askr W, Ezzat H et al. Pancreatic 
anastomotic leakage after pancreaticoduodenectomy. Risk factors, clinical predictors, and 
management (single center experience). World J Surg 2013; 37: 1405–1418. 
37  Fong ZV, Correa-Gallego C, Ferrone CR, Veillette GR, Warshaw AL, Lillemoe KD et al. 
Early drain removal – the middle ground between the drain versus no drain debate in patients 
undergoing pancreaticoduodenectomy: a prospective validation study. Ann Surg 2015; 262: 
378–383. 
38  Zelga P, Ali JM, Brais R, Harper SJF, Liau S-S, Huguet EL et al. Negative predictive value 
of drain amylase concentration for development of pancreatic fistula after 
pancreaticoduodenectomy. Pancreatology 2015; 15: 179–184. 
39  Jüni P, Witschi A, Bloch R, Egger M. The hazards of scoring the quality of clinical trials for 
meta-analysis. JAMA 1999; 282: 1054–1060. 
40  Whiting P, Harbord R, Kleijnen J. No role for quality scores in systematic reviews of 
diagnostic accuracy studies. BMC Med Res Methodol 2005; 5: 19. 
41  Bassi C, Molinari E, Malleo G, Crippa S, Butturini G, Salvia R et al. Early versus late drain 
removal after standard pancreatic resections: results of a prospective randomized trial. Ann 
Surg 2010; 252: 207–214. 
42  Heslin MJ, Harrison LE, Brooks AD, Hochwald SN, Coit DG, Brennan MF. Is intra-
abdominal drainage necessary after pancreaticoduodenectomy? J Gastrointest Surg 1998; 2: 
373–378. 
43  Wang Q, Jiang Y-J, Li J, Yang F, Di Y, Yao L et al. Is routine drainage necessary after 
pancreaticoduodenectomy? World J Gastroenterol 2014; 20: 8110–8118. 
44  Nagakawa Y, Matsudo T, Hijikata Y, Kikuchi S, Bunso K, Suzuki Y et al. Bacterial 
contamination in ascitic fluid is associated with the development of clinically relevant 
pancreatic fistula after pancreatoduodenectomy. Pancreas 2013; 42: 701–706. 
45  Correa-Gallego C, Brennan MF, D'angelica M, Fong Y, Dematteo RP, Kingham TP et al. 
Operative drainage following pancreatic resection: analysis of 1122 patients resected over 
5 years at a single institution. Ann Surg 2013; 258: 1051–1058. 
46  Van Buren G, Bloomston M, Hughes SJ, Winter J, Behrman SW, Zyromski NJ et al. A 
randomized prospective multicenter trial of pancreaticoduodenectomy with and without 
routine intraperitoneal drainage. Ann Surg 2014; 259: 605–612. 
47  Kawai M, Tani M, Terasawa H, Ina S, Hirono S, Nishioka R et al. Early removal of 
prophylactic drains reduces the risk of intra-abdominal infections in patients with pancreatic 
head resection: prospective study for 104 consecutive patients. Ann Surg 2006; 244: 1–7. 
48  Sutcliffe RP, Hamoui M, Isaac J, Marudanayagam R, Mirza DF, Muiesan P et al. 
Implementation of an enhanced recovery pathway after pancreaticoduodenectomy in patients 
with low drain fluid amylase. World J Surg 2015; 39: 2023–2030. 
49  Allen PJ, Gönen M, Brennan MF, Bucknor AA, Robinson LM, Pappas MM et al. Pasireotide 
for postoperative pancreatic fistula. N Engl J Med 2014; 370: 2014–2022. 
 
 
  
 Supporting information 
Additional supporting information may be found in the online version of this article: 
Fig. S1 Results of the study quality assessment by the QUADAS-2 tool (EPS file) 
Fig. S2 Relationship between the cut-off used in the study and estimated values of sensitivity and 
specificity (EPS file) 
Fig. S3 Forest plot of the pooled sensitivity and specificity of drain amylase values on postoperative 
day 1 in the prediction of postoperative pancreatic fistula of any grade at different cut-off levels 
(EPS file) 
Appendix S1 Electronic search strategy for MEDLINE (Word document) 
Table S1 Characteristics of included studies (Word document) 
Table S2 Summary of reported values for accuracy of amylase drain content on postoperative day 1 
in predicting postoperative pancreatic fistula (Word document) 
Table S3 Results of univariable random-effects meta-regression analysis to test the potential effect 
of co-variables on drain amylase accuracy (Word document) 
 
<TYPESETTER: PLEASE FOLLOW MARK-UPS OF FIGS 1-3> 
 
Fig. 1 PRISMA diagram showing selection of articles for review. POD, postoperative day 
 
Fig. 2 Hierarchical summary receiver operating characteristic curves evaluating the accuracy of 
drain amylase values on postoperative day 1 in predicting postoperative pancreatic fistula (POPF) 
of a any grade and b clinically significant POPF. Each symbol represents a study in the meta-
analysis, and the area under the curve (AUC) represents the diagnostic accuracy. a AUC 0.88 (95 
per cent c.i. 0.85 to 0.90), b AUC 0.89 (0.85 to 0.92) 
 
Fig. 3 Fagan's nomograms. A pretest probability of 24 per cent for postoperative pancreatic fistula 
(POPF) of any grade was fixed, as estimated by the mean prevalence of POPF in the included 
studies. a For a drain amylase level of 100 units/l or less on postoperative day (POD) 1, the post-
test probability of developing a POPF is 3 per cent, with a negative likelihood ratio. b For a drain 
amylase level above 5000 units/l on POD 1, the post-test probability of POPF is 70 per cent, with a 
positive likelihood ratio  
Table 1 Summary of pooled accuracy indices of drain amylase on postoperative day 1 at different cut-off values to 
predict postoperative pancreatic fistula of any grade 
Cut-off (units/l) No. of studies Sensitivity Specificity Positive LR Negative LR 
Heterogeneity (Q test) 
P I2 (%) 
90–100 316,32,33 0.96 (0.88, 0.98) 0.54 (0.3, 0.70) 2.1 (1.4, 3.0) 0.08 (0.03, 0.22) 0.161 0 
350 4 3,10,32,33 0.91 (0.76, 0.97) 0.84 (0.59, 0.95) 5.8 (1.80, 18.9) 0.10 (0.03, 0.36) 0.341 0 
5000 61,5,16,32–34 0.59 (0.40, 0.76) 0.91 (0.84, 0.95) 7.6 (3.5, 16.4) 0.43 (0.25, 0.74) < 0.010 85 
Values in parentheses are 95 per cent c.i. LR, likelihood ratio. 
 
 
 
